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Early Discussion of Palliative Care 
For patients with an advanced stage cancer diagnosis (III-IV) (P), does early discussion of 
palliative care services (I) compared with no palliative care discussion (C) improve the patient 
and caregiver’s quality of life (O) in the last 6 months of life (T)? 
Executive Summary 
Nurses play a fundamental role in helping patients and families addressing their needs 
throughout the dying process (Hold, Ward, & Blake, 2014). In addition, nurses are the ones that 
typically spend the most time with patient, providing additional teaching, emotional support, 
following up with phone calls and messages sent in patient portals. Therefore, it is paramount 
that nurses are equipped to initiate and engage in conversations surrounding palliative care. 
 Within an academic cancer center, oncology nurses are expected to obtain oncology 
certification as well as maintain competencies within their sub-specialties. Palliative care also 
needs to be included in the standards an oncology nurse is expected to maintain. This is in order 
to ensure they are able to provide specialized end of life care as in our patient population, we 
care for numerous advanced stage cancer patients within each of our practices. Patients will 
travel to academic centers for high quality care and the hope for new treatment options when 
they have been informed that treatment options are likely limited. Our nurses need to be 
equipped to have conversations surrounding palliative care and provide accurate information 
about what this care truly entails.  
Oncology nurses have high levels of assessment and critical thinking skills. However, it 
is when the advanced skills and training coupled with compassion and caring for each patients’ 
cancer experience come together in an extraordinary way so that the oncology nurse actually 
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enters the patients’ journey towards end of life. The relationship between oncology nurse and 
patient with cancer, provides a powerful mechanism for both parties to experience the art of 
nursing (Barnard, Hollingum, & Hartfiel, 2006). The need has been identified for all parties 
involved (physician, nurse, patient, and their family) to be more prepared to address issues 
surrounding palliative care. The focus in each of the professions that provide care for the patient 
needs to be how the implementation of palliative care  however, needs to focus on providing 
guidance for the patient and how they may benefit from an improved quality of life, throughout 
their entire cancer journey with the assistance of palliative care.  
By having the tough and frank conversations surrounding palliative care early on in the 
treatment process, patients are better able to make informed decisions about treatment, 
depending on the trajectory their disease takes. Such conversations provide patients with a 
clearer picture of what is likely expected as they continue on their cancer journey. Unfortunately, 
currently, patients report a lack of understanding and meaning to what palliative care truly is and 
what it entails. Zimmerman et al. (2016) discovered that the stigma associated with palliative 
care has created a disconnect for patients during their cancer journey. Based upon the 
participant’s perceptions of palliative care, Zimmerman et al., (2016) concluded that palliative 
care services need “rebranding” in order to reduce the negative stigma about what palliative care 
actually is and to provide patients’ with a better experience throughout their treatment and 
beyond. By creating a better understanding of what the service of palliative care can offer, with 
patients understanding that is can be an adjuvant to treatment, and through squashing the notion 
that palliative care is the “final resort” when all other lines of treatment have failed, the patient is 
the one that benefits (in more ways than one). 
EARLY DISCUSSION OF PALLIATIVE CARE 
 
4 
Therefore, the overall aim of the benchmark project, based upon the best available 
evidence, clinical experience of oncology nurses, and patient preferences for information about 
palliative care, is to propose the creation and initiation of a protocol which empowers 
oncology/palliative care nurses to be able to initiate early discussions about palliative care for 
patients with advanced stage cancer (III-IV) diagnoses.  
Rationale 
Currently within UT Southwestern Simmons Cancer Center, there are no established 
protocols regarding the initiation of palliative care discussions. Furthermore, it is unclear as to 
who may initiate the palliative care discussion. Currently, the palliative care discussion is 
initiated by the provider based upon their perception of the patients’ readiness to discuss 
palliative care. However, while this approach may be well intentioned, it is not based upon best 
practice guidelines. 
According to the American Society of Clinical Oncology (ASCO), any patients with 
advanced cancer should receive dedicated palliative care services, early in the disease course, as 
an adjuvant to concurrent active treatment of their cancer (Ferrell et al., 2017). Yet, due to the 
negative perception by many patients as an abandonment of care as opposed to an adjuvant of 
treatment, providers are reluctant to introduce this topic too early on in patient’s treatment. This 
is not unique to our intuition however, Hui et al. (2016) found that there are significant 
inconsistencies in the criteria and timing of referrals to palliative care. 
Our oncologists are equipped to manage secondary nausea/vomiting, and neoplasm-
related pain,  to a certain degree. If first and second-line interventions fail for these adverse 
reactions, the patient should be appropriately referred to our palliative care team for guidance. 
However, if we take this one step further, by addressing palliative care upon diagnosis, this helps 
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to reduce the negative stigma surrounding this service and the patients learn that this is standard 
of care treatment. This is ideal in each department within our cancer center. Due to the current 
practice within our institution, this would need to be established as a multi-phase process. 
Project Goals 
 The goal of this project is to bring heightened awareness to the benefits of early initiation 
of palliative care and thereby improve the quality of life for our patients throughout their cancer 
journey. In an oncology setting, it can be difficult to identify each patient that will need (or at 
what point they may wish to use) palliative services. It is, therefore, important that at each new 
patient visit, the patient and their family is made aware that these services are always available to 
them, at any point in time during their treatment. If the patient progresses through treatment, it is 
critical for us as nurses to recognize when palliative services may be more prudent to the 
patient’s care, advocate to the healthcare provider (HCP) to have these difficult conversations, 
and serve as a resource to patients as to what these services can offer to enhance their care. 
A recent study showed that patients that were assigned by an “early specialized palliative 
care team” felt as though they were well supported and better able to navigate the healthcare 
system throughout their care (Hannon, Swami, Rodin, Pope, & Zimmermann, 2017). While at 
our patient’s follow up visits, we as nurses are ensuring that their medications are up to date, 
we’ve done proper teaching about side effects of therapy, and that their chemotherapy and 
radiation schedules are aligned correctly. However, are we doing a disservice to them by not 
addressing the more difficult conversations that might be approaching quickly in the coming 
months as this is now their sixth line of therapy, with mounting side effects with each new 
regimen? Patients need to be aware of the resources available to them and understand that 
palliative treatment is to improve quality of life, at any stage in their treatment journey.  




A review of the literature was conducted to determine the research that has been done 
thus far on the early initiation of palliative care. Initially, research was not limited to palliative 
care but also initiation of hospice services. As the project focus narrowed, hospice was no longer 
used for the purposes of this study. Key words included: early palliative care, delays in palliative 
care, perceptions of palliative care. Years included in the search were from 2000 – present. Only 
one article from 2004 was eventually used, with a majority of articles selected being from 2014 – 
present. The two main databases used for this project were CINAHL and PubMed.  
 Zimmerman et al. (2014) conducted a randomized controlled trial to determine the effect 
of the early initiation of palliative care in patients with advanced cancer. There were 461 patients 
enrolled in the study with approximately 50% in each group – one group received early initiation 
of palliative care while the control received standard of care. The study was inconclusive at the 
end of the end mark of the study (3 month) but at the four-month mark, all of the change scores 
used showed improved scores for the early initiation of palliative care and the patient’s quality of 
life. In addition, the patients were more satisfied with the care they received in the early initiation 
of palliative care group throughout the study.  
 Maltoni et al. (2016) conducted a similar randomized control study that evaluated the 
outcomes of early referral to palliative care versus requests for a palliative care consultation. 
Newly diagnosed inoperable, locally advanced, pancreatic patients were randomized to receive 
early palliative care with treatment or the control study where a referral would be placed if 
requested by patient or the provider throughout their course of treatment. With 207 patients 
enrolled (97 intervention group and 89 in control arm), the study found that there was significant 
improvement in quality of life in all areas of data analysis favoring the intervention group.  




 Nurses, oncologists, social workers, and the cancer center as a whole are all stakeholders 
with this project. Each plays a vital role in the execution and success of this project. In order for 
this to be successful, each team member needs to have the commitment to learning the new 
standards established from the evidence as well as providing top notch care to the patients we 
serve. As a Magnet institution, nurses are challenged to evaluate their practice and question the 
cost analysis of the practices in place to determine if there are more effective ways to do the 
processes in place (Wise, 2009). However, as nurses transcend through many different facets of 
care for the patient, the interdisciplinary collaboration is essential for the project’s success.  
 Most importantly, the patient is the primary stakeholder as they will be the ones that will 
be benefiting from the advantages of the early initiation of palliative care.  
Proposed Outcomes 
The first phase of this project is education on palliative care for all of our cancer center 
nurses. The nurse educator for the cancer center will attend the American Association of 
Colleges of Nursing (AACN)’s End-of-Life Nursing Education Consortium (ELNEC) train the 
trainer course. The ELNEC course helps guide oncology nurses on pharmacologic and 
nonpharmacologic interventions, helps yield fruitful discussions on palliative care, and 
differentiate palliative care, end of life, and hospice care to nurses. The foundation research 
circles back to educating all parties (provider, nurse, patient, family) on what palliative care truly 
entails. The curriculum in this course was developed by nationally recognized palliative care 
experts and is revised on an annual basis to include new advances in the field (American 
Association of Colleges of Nursing, 2019).  
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Multiple sessions of this course would then be hosted by our nurse educator on different 
days and times to accommodate varying schedules. Each of our oncology nurses in the cancer 
center would then be required sign up and attend one of the multiple sessions by a predetermined 
deadline. As a parallel with this phase of implementation, this course would be required as a part 
of the onboarding process with each new hire nurse to the cancer center. Any new updates 
provided to our educator by AACN regarding end-of-life care would then be presented to nurses 
either through an email bulletin or at the quarterly all-staff nursing meeting. From the nursing 
educator attending the train-to-teach conference to having each staff member attend the course, 
approximately 6-9 months would be required.  
Phase two of this initiative would be written information and handouts for patients on 
palliative care. While noted as the secondary phase, this can be done concurrently with phase one 
of this project. This would be a collaborate process involving social work, our nursing educator, 
and our palliative care team. As a part of newly diagnosed patient’s education folder, a handout 
would be included that defines palliative care and includes information on the cancer center’s 
palliative care department. This handout would also be displayed on the pamphlet boards in each 
clinic within the cancer center. While this is not a direct referral, patients are introduced the topic 
of palliative care and helps provide a better understanding on why a referral to this team may 
benefit the patient. As we work to provide the most comprehensive care to patients while also 
navigating the somewhat novel, palliative care consult, ensuring thorough understanding of what 
this essential component to oncology care is, education and appropriate reinforcement of this 
process is key. 
First and foremost, a preliminary handout would be developed in collaboration with my 
educator. This would then be sent to our palliative care social worker and one of our palliative 
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care physicians for any necessary revisions. Once finalized from this standpoint, the final draft 
would then be sent to our cancer center nursing council for review and seal of approval.  As soon 
as this is completed, our nursing director would need to endorse the document before it moves 
forward to the marketing and legal teams for seal of approval as an institutional handout. Once 
approved from all levels, our educator would announce the new handout to all nurses and 
providers and explain that it would be included in each new patient folder and displayed in each 
clinic. From the initial draft to the final handout, approximately 3 months would be needed in 
order to receive each level of approval.  
There is a strong stigma related to palliative care that many providers mention as their 
reason for delayed referrals to palliative care services (Zimmermann et al., 2016). By educating 
nurses on how to address this topic with patients, combined with a that is handout provided to all 
patients and is also displayed in the clinic the patient attends for each treatment appointment, the 
topic of palliative care becomes less taboo. The intent is to normalize the topic of palliative care 
and help prompt discussion with their oncologist early on in the treatment process.  
The final phase of this project involves discussion of palliative care and a referral to the 
palliative care department for any advanced stage III-IV oncology patient by their oncologist at 
the time of diagnosis. First and foremost, discussion of feasibility of our palliative care 
department to be able to accommodate a larger volume of patients would be assessed with our 
palliative care team. Secondly, a presentation discussing the evidence for this initiative would be 
discussed with the cancer center medical director. Approval at this level must also be obtained. 
In collaboration with the director and his team, this initiative would then be presented to all of 
our oncology physicians as a new standard of practice within our cancer center. Phase three 
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would be approximately two years from ensuring capability of our palliative care department has 
the necessary personnel to physicians executing the referrals by this new standard.  
Timetable/Flowchart 
 
Cost Benefits Analysis 
Preisler, Heuse, Riemer, Kendel, and Letsch (2018) proved that in order for early 
palliative care to be effective, structural conditions, procedures, and information provided and 
resources for patients need to be in place. The costs identified within this project would be the 
travel and training costs associated for the oncology nurse educator to receive necessary training 
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for the ELNEC course, likely approximately $800. Following the educator’s training, various 
training session times will need to be held in order to educate all the nurses within the cancer 
center. While this may not have a monetary cost, managers will have to coordinate staggering 
staff accordingly. In addition, coordination with the Epic team would need to take place in order 
to implement the questionnaires to auto-populate for the patient upon check in. Depending on the 
coding needed, additional costs may incur with rollout of this process.  
The largest cost could come into play with a new palliative care provider. Given the 
number of additional referrals through the last phase of this project, a standard referral for any 
patient with a stage III or IV diagnosis, it would almost certainly need a new provider to adjust 
for the influx of patients. This would need to be thoroughly assessed through justifying the need 
for the new provider as well as approval from upper management on the new position. This 
would likely run the institution $200,000.  
The benefits however, is far greater than the costs associated with implementation of this 
project. Nurses will be better educated and prepared to handle palliative care discussions. Most 
importantly, the patient will benefit from more comprehensive care provided and a better quality 
of life overall through the interventions provided by the palliative care department. In the long 
run, palliative care has been proven to reduce healthcare cost while simultaneously improving 
the care provided to patients (Jones, 2015). 
Proposed Evaluation 
In order to evaluate the effectiveness of the protocols being put into place, each process 
will need to be examined on an individual level. Each nurse will be required to complete a 
survey following completion of their ELNEC training. This survey will evaluate how their 
perception of palliative care has changed, what changes they plan to make in their practice based 
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on what they’ve learned, and their comfortability of talking about palliative care with patients. 
Based on the results of this survey, determination will be able to be made if additional support or 
trainings are needed on the subject of palliative care.  
It has been shown that new graduate nurses do not feel adequately prepared to deal with 
the difficulty and dilemma surrounding palliative care discussions (dos Santos Germano & 
Meneguin, 2013). Requiring the ELNEC course as a part of the onboarding process, nurses 
(newly graduated or not) will have had training prior to tackling these difficult conversations 
within our cancer center.  
Following the distribution and display of the palliative care handouts as well as the 
referrals that will be made for patients with advanced disease to the palliative care service, 
patients will then complete surveys at three different intervals during their care. The patients will 
be given the same survey to complete at three, six, and twelve months once they are under the 
palliative care service. The Epic EMR will auto populate the survey as a part of their online 
check-in once they have been under the palliative care service after each timeframe has passed. If 
patients do not check in online, the survey will print as a part of their check-in paperwork when 
they arrive for their appointment.  
This survey will investigate how their perceptions of palliative care have changed from 
initial diagnosis and discussion of the palliative care referral to present. It will also ask what 
benefit palliative care has provided throughout their treatment with multiple response options for 
them to check off as well as a free text area for them to type in their own response as well. These 
surveys will then be evaluated to ensure adequate patient support and also provide feedback for 
the palliative care and social work departments on where they are excel and also where 
improvements can be made as well. 




 Palliative care is an essential component in providing quality care for patients with 
advanced stage cancers. As research shows, there is a lack of standardization within what criteria 
need to be met and when a patient should be referred to palliative care (Hui et al., 2016). By 
providing more thorough education to our nurses and patients and through collaboration by all 
professions involved to implement a protocol on referring patients with advanced cancer early on 
in treatment, our patients will benefit significantly. It is a disservice to our patients to not provide 
adequate education regarding additional measures that may be taken to help improve their 
quality of life throughout their cancer journey.  The small steps we take early on in treatment can 
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   -Gives us insight into why 
there are barriers to hospice 
   -Informs us what barriers 
there are to hospice care 
and referrals and therefore 




   -Only a survey of a select 
number of physicians in a 
broad-spectrum field of 
internal medicine   
   -Omission of data 
collection about physician 
awareness of the 
qualifications for hospice 
referral  
 
•Further research: use in 
oncology-centered facility, 
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•Showed the lack of 
consistency of referrals and 
demonstrated the need for 
more standardized criteria 
on which patients need 




•Of the literature available, 
there were only 21 articles 
that were suitable for use I 
this study.  
•Further research is needed 
in a number of categories 
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•Strengths: Core themes 
found as to nurse’s 
perception of their role 
across multiple intuitions  
 
•Weaknesses:  
-Only looks at nurse’s 
perceptions, not other 
healthcare providers’, 
patient’s, or caregiver’s 
perception  
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-First study of its kind 
evaluating EPC and 
caregivers 
-EPC is provided by a PC 
specialty instead of 
standard of care and 
discussion of palliative 
measures with primary 
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-High participation rates 
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-Single cancer center 
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-This was a endpoint of a 
study 













































Appraisal of Worth to 
Practice 
Strength of the Evidence 
(i.e., level of evidence + 

























































ICU use at 















































































































































-Showed improvement in 
use if ICU in EPC patients 
-Showed other positive 
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-Recommendations by 
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-Numerous findings of 
positive improvements in 
QoL with patients that 
received EPC 
-Less chemotherapy and 
more hospice measures 
given at the EoL 
-Patients, their families, 
society can avoid 
unnecessary burdens and 
cost with EPC use 
 
Weaknesses: 
-Performed at a single 
institution 
-One oncology specialty 
evaluated  
-Limited diversification of 










































Appraisal of Worth to 
Practice 
Strength of the Evidence 
(i.e., level of evidence + 




























































-First type of study with 
psychosocial intervention 
combined with EPC  










































































































































































































-Conducted at a single 
center (a cancer center as 
well) 
-Did not meet goal of 
enrollment  
-Patients with pre-existing 
depression did not meet 









































Appraisal of Worth to 
Practice 
Strength of the Evidence 
(i.e., level of evidence + 
































































-Better understanding of 
patient’s perceptions of 
palliative care  











































































care if they 
believe that 



















care as an 
option 
early on in 
treatment  
-Insight as to next steps on 
direction for study – 
tailoring palliative care 




-Insufficient sample size 
-Varying degrees of where 
patients are in their 
treatment/longevity – 
results could be skewed 
accordingly 










































Appraisal of Worth to 
Practice 
Strength of the Evidence 
(i.e., level of evidence + 





























































































































•Level IV (noted that this 
stemmed from a prior RCT) 
•Strengths: both patient and 
caregivers included, 
multiple cancer specialties 
sampled, larger sample for 
a qualitative study  
•Limitations: only from one 
cancer center, 
predominantly English, 
higher educated population, 
dissatisfied participants 
may have declined 
participation  
 
•Can be used to reinforce 
use of EPC in the treatment 
process 


















•Future development of 





















































































































• strengths and 
limitations  of the study 
• Risk or harm if study 
intervention or findings 
implemented 
• Feasibility of use in 
your practice  
• Remember: level of 
evidence + quality of 
evidence = strength of 
evidence & confidence to 
act 
• Consider grading 
criteria such as  the 
USPSTF grading schema 
http://www.ahrq.gov/clini
c/3rduspstf/ratings.htm  
• Notes regarding gems 
or caveats about the 
article 
• Recommendation for 
use of evidence in practice 
&/or 
Recommendation for 
further research 
 
 
